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IDEOLOGIES OF OKLAHWiA PHYSICIANS RELATED TO ACCEPTANCE 
OR REJECTION OF TWO MEDICAL CARE INNOVATIONS
CHAPTER I 
INTRODUCTION
Innovation has often been dramatized as a powerfully disruptive
force which shatters the status quo. However, this image of innovation
is particularly inappropriate today when even the most potent innovation
is unlikely to be accepted unless a crisis or series of crises have
created a mood conducive to accepting the innovation (1). This crisis
situation is characteristic of the current health care system in the
United States as expressed in the introduction to the Report of the
National Advisory Commission on Health Manpower (2):
The indicators of such a crisis are evident to us as Commission 
members and private citizens: long delays to see a physician for 
routine care; lengthy periods spent in the well-named "waiting 
room", and then hurried and sometimes impersonal attention in a 
limited appointment time; difficulty in obtaining care on nights 
and weekends, except through hospital emergency rooms; unavail­
ability of beds in one hospital while beds are empty in another; 
reduction of hospital services because of a lack of nurses; need­
less duplication of certain sophisticated services in the same 
community; uneven distribution of care as indicated by the health 
statistics of the rural poor, urban ghetto dwellers, migrant 
workers, and other minority groups which occasionally resemble 
the health statistics of a developing country; obsolete hospitals 
in our major cities; costs rising sharply from levels that already 
prohibit care for some and create major financial burdens for 
many more.
While the priority afforded medical care services can be debated
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in the above statement, it does reflect the medical values of our culture 
and is an excellent summary of the medical care system. The relationships 
of men, money, machines and institutions making up this system must be 
considered. However, it is inevitable that the primary focus be on the 
problem of manpower.
Medical services are rendered by a pyramidal spectrum of medical 
personnel with a proportionately narrow stratum of physicians at the top. 
Below the physician are the ever increasing number of assistants and sub­
professionals whose actions depend largely upon decisions from above. 
Therefore, within this broad scope of health manpower, emphasis must 
begin with knowledge of the physician. The physician is the primary con­
tact of the consumer; he directs the patient into the system; controls
I
the health expenditures for hospitals and drugs; and determines the utili­
zation of other health personnel. Therefore, it can he said that the 
physician ultimately determines in most areas of the medical care system 
whether an innovation will be accepted or rejected.
This study is concerned with predicting physician's attitudes 
toward two innovations in health care. Innovations considered in this 
study were (1) the physicians' assistant as a practical method of allevi­
ating medical manpower shortages and (2) the principle of a governmental 
guarantee of medical care as a universal right.
Theory and Background
It has been well documented by cross cultural research that the 
perception of objects or behavior is based largely on prior conceptuali­
zations or categories (3). That these conceptualizations have a definite 
impact upon perception within broad cultural systems (4) and that the
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individual's perception of an object is structured by his own expecta­
tions (5), have also been documented. A dynamic interaction exists where­
by cultural systems show certain cultural values which influence the con­
cepts, perceptions and attitudes of the individual, while the individual's 
own attitudes also influence the values of the cultural system.
Conceptualizations, perceptions and attitudes are internalized 
within the individual, although they can be differentiated from other 
internal states. Listed below are several characteristics of attitudes 
which Sherif and Sherif use to so differentiate them (6):
I. ATTITUDES ARE NOT INNATE. They are learned and therefore are em­
bodied in terms such as "social orientation", "social drives", and 
"social needs".
II. ATTITUDES ARE NOT TEMPORARY STATES BUT ARE MORE OR LESS ENDURING 
ONCE THEY ARE FORMED. This does not mean that attitudes cannot be 
changed.
III. ATTITUDES ALWAYS IMPLY A RELATIONSHIP BETWEEN THE PERSON AND OBJECT. 
They are learned or formed in relation to identifiable referents 
such as ideologies, institutions, values, persons or groups.
IV. THE RELATIONSHIP BETWEEN PERSON AND OBJECT HAS MOTIVATIONAL-AFFEC­
TIVE PROPERTIES AND IS NOT NEUTRAL. These properties derive them­
selves from the highly significant social interactions in which 
attitudes are formed. The self, the social environment and the 
objects exhibit emotional linkages.
An attitude has been defined as "the individual's set of cate­
gories for evaluating a stimulus domain, which he has established as he 
learns about that domain in interaction with other persons and which
4
relate him to various subsets within the domain with varying degrees of 
positive or negative affect" (7). It is this "evaluation of the stimulus 
domain" and the resultant "degrees of positive or negative affect" which 
cause individuals to approve, disapprove or be non-committal toward the 
object and allow the researcher to assess the operant latitudes of atti­
tude structure.
An individual's attitude regarding a particular object does not 
operate independent of his set of categories surrounding that object.
His perception, thinking and judging are profoundly affected by the pre- 
established system of ordering or conceptual placement concerning periph­
eral and related objects. It is this dependence upon a system of cate­
gories that may lead the individual into a kind of conceptual closedness 
and blindness to alternative evaluations not embodied in the conceptual 
framework he is operating in at that moment (8). In other words, the 
necessity of having sets of categories can limit one's acceptance or re­
jection of specific objects. This is particularly true if he has learned 
about this object by dictum rather than by experience, if he has abso­
lutist rather than probabilistic concepts and if he has little knowledge 
about the object. In this particular combination, the individual is apt 
to be least flexible about the acceptance of that object (9). It follows 
that in the case of the physician's attitude regarding medical care in­
novation, he would be influenced by his knowledge of the innovation, his 
concept strength and how he has learned about the innovation.
Several factors combine to produce a distinct sub-culture of 
physicians (10). Important among these are: selective admission poli­
cies of medical schools, effective socialization during medical education.
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adequate financial remuneration in medical practice, a strong esprit de 
corps within the medical profession, and frequent approval by physicians' 
reference groups. Furthermore, the demands of medical training and 
colleague interaction teach the physician that in his professional deal­
ings he is less disciplined as he becomes too independent, less emotion­
ally stable as he is more compassionate, less dignified as he demon­
strates more candor, and less objective as he is more imaginative (11). 
Thus, it is possible that many attitudes of a physician towards medical 
care innovation might be dictated by his medical sub-culture, reflecting 
the authoritarian mold of his education and restricted freedom resulting 
from professional conformity.
The consumers of the physician's services have projected social 
values upon the medical practitioner which demand the discipline, rigor, 
self denial and a dignity which inspires patient confidence. These 
social values also dictate that the physician have an objective approach 
toward the patient's illness and that he utilize institutions, indivi­
duals, knowledge, finances, or technology to facilitate a cure for the 
illness. These have resulted in improved health for the nation and the 
world since the beginning of the century. However, these same social 
values have resulted in a diminishing of the humanistic values of medi­
cal practice and have helped to precipitate the state of crisis in 
health care now experienced in the United States.
This crisis has been enunciated by the lay press in newspapers 
and as cover stories in periodicals (12, 13, 14, 15) as well as in the 
professional literature (16). The articles have pointed out that the 
current annual expenditure of almost $70 billion for medical care will
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increase drastically over the next few years, as costs continue to rise 
(17). This cost rise is projected to exceed the increase in the Consumer 
Price Index. For example, in a three year period ending June, 1969, the 
Consumer Price Index, excluding the medical component, increased 12.4 
percent \diile medical care prices rose more than 22 percent during the 
same period (18). Since 1969, the total costs of medical care have 
climbed by more than 50 percent, and physicians* fees alone have risen 
by 58 percent, far exceeding the 31 percent rise in the Consumer Price 
Index. In total dollar expenditures, health has become the second 
largest industry in the United States: in fiscal year 1969 - 1970 it
accounted for $67.2 billion, or almost seven percent of the Gross Na­
tional Product. It has been estimated that by 1980, health care will 
make up more than nine percent of the Gross National Product (19).
Nevertheless, this increase in expenditure does not reflect 
more advanced levels of health for the nation. The infant mortality 
rate is lower in 12 other industrialized countries. In maternal mortal­
ity the United States dropped from first place in 1951 to seventh place 
in 1966. Life expectancy for men is higher in 17 countries and women 
live longer in 10 (20).
The boundary between public and private health has become less 
distinct over the past quarter-century. The Hill-Burton Hospital Con­
struction Act of 1946 has helped build more than 3,700 hospitals, public 
health centers, extended-care facilities, diagnostic and treatment centers 
and rehabilitation facilities. Total cost exceeded $ll-billion, of 
which one-third was federal and the remainder from individual communi­
ties. The National Institutes of Health have contributed over $14-billion
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in support of research and research training since its rapid appropri­
ation growth during the 1950's and I960*s when the Heart (NHI), Mental 
Health (NIMH), Arthritis and Metabolic Diseases (NIAMD), and Child Health 
and Development (NICHD) Institutes joined the National Cancer Institute 
which was founded in 1938. Although federal funds were used to back up 
state and local funds for manpower development before 1963, it was in 
that year that broad federal legislation was passed to subsidize train­
ing in the health professions. This was expanded in 1964 with the Nurse 
Training Act, and in 1965 by the Health Professions Educational Assist­
ance Amendments and in 1966 by the Allied Health Professions Personnel 
Training Act (21).
The public sector became even more involved with private medi­
cine with the passage of such major medical care innovations as: Com­
munity Mental Health Centers [1963] (22), the Maternal and Child Health 
and Mental Retardation Planning Amendments [1963] and the Maternal and 
Child Health Amendments [1964] (23), Regional Medical Programs [1965], 
Medicare and Medicaid Social Security Amendments of 1965, and the Compre­
hensive Health Planning and Public Health Service Amendments, of 1966,
PL 89-749 (24, 25). These changes in the health care delivery system 
have tended to increase the demand for services made available through 
research findings, new facilities and greater consumer capacity to pur­
chase the services. The innovations continue to strongly affect the 
entire system. They seem destined to generate further changes in the 
same way as the "snow-ball effect" of innovation has altered institutions 
in the past (26).
In fiscal year 1971, the Federal Government paid for almost 33
8
percent ($21 billion) of the total national health bill (27). Most was 
for Medicare, Medicaid and other health care services which were delivered 
by inadequate systems, further accentuating the imbalance between demand 
for health-care services and the capacity of the health-care system to 
respond.
A principal reason for the inability of the health delivery 
system to respond to the demand for health care is the manpower gap re­
sulting from an increased demand for physician services. The maldistri­
bution of health manpower, the increased need for specialization, and 
the need for more personnel are all factors in the crisis. The numbers 
of physicians, nurses and members of more than 200 other allied health 
careers are not increasing at nearly the rate that is needed to meet the 
increased demand (28).
At the beginning of the century three out of five health pro­
fessionals were physicians (29) but today the nation's 300,000 physicians 
constitute less than 10 percent of the approximately 3,400,000 health 
workers (30).
Although for the most part the best medical care is rendered 
by highly trained physicians, it does not necessarily follow that only 
physicians should render every type of medical care or that maximum 
medical training is needed to fill the medical manpower gap (31, 32).
Thus many programs have been evolving in recent years to utilize less 
highly trained individuals than a physician to deliver personal health 
care. These individuals have been called by various titles such as 
"physician's assistants", "doctor's assistants" or "clinical associates" 
and over 30 different training programs have developed throughout the
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United States to prepare them to assume their roles in the health care 
team (33). The ability of these newer para-professionals to assist phy­
sicians is becoming recognized in many parts of the country (34).
Oklahoma physicians are increasingly aware of physicians' assis­
tants not only from national publicity but because of new programs at the 
University of Oklahoma School of Health which began in October of 1970, 
and at Oklahoma State University scheduled for 1971. For this reason 
the physician's attitude toward this innovation was selected as one of 
the dependent variables in this study.
The idea of a physician's assistant has been endorsed for many 
decades and, in some instances, for centuries in many parts of the world. 
Perhaps the oldest type of physician assistant functioning today is the 
Russian feldsher (35, 36). A continuation of a profession introduced 
into Russia in 1700, the feldsher (from the German word for field) today 
operates midway between physicians and auxiliaries. Nurses, pharmacists, 
midwives and laboratory technicians belong to the same general group of 
personnel, but the feldsher's status is relatively higher. A second ex­
ample of the physician assistant used in many of the developing countries 
is the assistant medical officer (37). This position represents the 
prime source of medical care to millions of persons throughout the world 
today.
In the United States the crisis in medical manpower has led to 
the slow evolution of various types of assistant physicians, as doctors 
have delegated more responsibility to lesser trained individuals. For 
example, the delegation to the nurse of responsibility for giving injec­
tions. In recent years a number of informal and formal methods have
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become established for training "assistant" types to perform certain 
functions formerly performed only by physicians. At present there are 
approximately 30 experimental or developmental training programs in the 
United States (38). Acceptable standards, utilization patterns and 
functions of these individuals after training have not been well defined 
in Oklahoma.
In addition to the need for physician assistants, the physi­
cian's attitudes toward a governmental guarantee of medical care as a 
right for everyone, regardless of ability to pay was selected as another 
dependent variable. Health as a right rather than a privilege is now 
almost universally accepted, but a governmental guarantee of that right 
is controversial enough to expect diverse views among physicians.
Literature Review
In recent years the challenges of change in the provision of 
medical care have produced much survey research in the planning, opera­
tion and evaluation of new service programs. Most of these studies have 
explored two main areas: (1) public information, attitudes and behavior,
and (2) health needs, resources and utilization. These have mostly 
dealt with what the consumer of medical care wants (39, 40). Few studies 
on provider groups have been carried out despite the advanced techniques 
available to measure attitudes by means of scales or latent structure 
analysis (41).
Little research has focused on the acceptance or rejection of 
change among health professionals. An exception to this trend is the 
study by Pearlin (42) which documented the resistance of nursing per­
sonnel to proposed changes in the care of hospitalized mental patients.
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Pearlin assessed resistance through five items proposing diverse changes 
which formed a Guttman scale with a reproducibility of .92. The results 
indicate unidimensionality and suggest the presence of a general attitude 
toward change rather than a series of specific feelings about discrete 
innovations. The author related resistance to change to professional 
position, education and leadership. For example, registered nurses were 
least resistant and nurse assistants most resistant. Coe (43) studied 
anesthesiologists to identify those who were open to changes within their 
profession and those who relied on traditional professional practices 
and ideologies. He based his study primarily on; (1) size of hospital 
practiced in, (2) medical school affiliation, (3) year of graduation 
from medical school, (4) post graduate training, and (5) whether the 
physician was in a salaried or a fee for service practice. Those anes­
thesiologists most strongly oriented to change were generally younger, 
highly specialized and worked for a salary in hospitals affiliated with 
medical schools. They were also more interested in attracting good re­
cruits to their field than those anesthesiologists less oriented to 
change.
Related studies have employed relatively sophisticated research 
designs and good sampling procedures; however they have usually been of 
"captive" medical student or faculty populations. For example, studies 
have been conducted to determine the relevant factors in the decision to 
become a doctor (40, 44) in career interests and expectations (45), 
specialty choices (46), the development of the self-image and "sociali­
zation" of medical students (47) as they learn to think and behave like 
a physician (48).
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Although work has been done on the professional responsibili­
ties and performances of nurses, physicians have not often been subjected 
to this type of research. This is probably due to their higher profes­
sional status, the individual nature of private practice and the greater 
difficulty of interviewing them in the field. Some surveys of physicians 
have investigated the influence of specific factors upon medical practice. 
For example, Kutner (49) has shown that the reference group of the sur­
geon has considerable influence upon his technological orientation, and 
Straus (50) has attributed the private practitioner's concern for pres­
tige for his neglect of the alcoholic patient.
Becker (51) studied local health officers in an attempt to 
identify attitudes and characteristics that might be related to "inno­
vativeness" - the extent to which they utilized innovations earlier than 
their colleagues. He measured six dimensions of attitudes: cosmopol­
itanism, economic ideologies, activism, community progressiveness, com­
munity willingness to innovate and political orientation. He then cor­
related these with adoption dates of public health programs. The best 
general predictors of "innovativeness" were: higher rank in medical
school and degrees held beyond the baccalaureate. He found that all 
attitude scales that were measured had some predictive power and that 
all relationships were significant. Health officers who adopted new 
programs earlier than their peers tended to be more cosmopolitan, to 
view their communities as progressive and to express a more liberal 
political orientation.
The diffusion of new drugs has been studied and related to cer­
tain physician characteristics by Menzel (52) and Coleman (53). Both of
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these studies emphasized social processes and networks of interpersonal 
relations affecting the diffusion of drug prescribing.
A review of studies regarding physician political ideologies 
and views was done by the Bureau of Applied Research of Columbia Univer­
sity (54). This review derived generalizations about the political atti­
tudes and behavior of physicians and proposed that whereas doctors share 
the conservative values of other American social elites, physicians are 
predisposed to a particularly professional belief system with distinc­
tive political orientations because they are a very successful social 
elite in a highly developed profession.
The most in-depth interview survey of physician ideologies was 
carried out by Colombotos of the Columbia University School of Public 
Health and Administrative Medicine. He examined the individual physi­
cian's political ideology, his attitudes toward issues in the organiza­
tion of medical practice, and his career values. He also studied the 
relationships between certain objective background characteristics, such 
as social origins, type of practice, and personal attitudes. In a paper 
concerning physicians' attitudes toward Medicare (54, 55) and toward 
county health departments (56), Colombotos states that physician atti­
tudes are part of a structure of attitudes, an ideology. In the latter 
publication, he compared health officers and private practitioners and 
concluded that health officers, as a group, were only a little more 
likely to support a county health department than their colleagues in 
private practice. They also differed little in their attitudes toward 
government participation in medical care and toward more general 
economic-welfare issues. Colombotos concluded that there were two
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distinct sources of resistance to change: ideology and self-interest
(57). In a later publication (58), Colombotos discussed the effects of 
physicians' socioeconomic, religious and political backgrounds on two 
sets of attitudes: (1) their emphasis on "success" values, and (2) their
political ideology on economic-welfare issues, including government 
participation in medical care and their political party preference. He 
later reported on the changes in physicians' attitude structure as a re­
sult of the passage of Medicare legislation (59).
Dogmatism and authoritarianism have been related to resistance 
to change by many authors (60). Dogmatism and authoritarianism among 
members of the medical profession have been investigated but again mostly 
among medical students, interns, residents and faculty. Parker (61) 
tested 118 medical students at Jefferson Medical School for authoritari­
anism and separated them into authoritarian types. These groups were 
then compared by group averages on the Edwards Personal Preference 
Schedule. Ihe authoritarian group showed significantly different scores 
in four personality characteristics from those of the non-authoritarian 
group. Furthermore, the scores on these characteristics (order, intra- 
cep tion, nurturance, and aggression) were in accord with what had been 
predicted from a knowledge of the dynamics of the authoritarian person­
ality as outlined by Adorno, et al. (62). Authoritarian medical students 
ranked psychiatrists lowest in professional admiration and the non­
authoritarian students ranked obstetricians lowest in admiration. Coker, 
et al. (63) sampled over 2,500 medical students from throughout the 
country and found that those scoring high on authoritarianism tended to 
select general practice and reject internal medicine and psychiatry.
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Furthermore» authoritarian students tended to select a field before, or 
during, their freshman year in Medical School.
Marcus (64) investigated dogmatism among physicians at various 
ages, and at various levels of medical training. In addition, medical 
specialties were compared in terms of degrees of dogmatism. He found 
that the level of dogmatism decreased during college and medical school. 
However, dogmatism tended to increase among residents, except for psy­
chiatric residents. Board certified specialists had levels of dogmatism 
similar to the residents. It is unfortunate that the author neglected 
to study general practitioners. Such an investigation would have been 
particularly pertinent in view of Coker's previously mentioned findings.
A recent German study of authoritarianism among private prac­
tice physicians in a city and county around a German University is also 
relevant (65). The authors classified 43 percent of the physicians as 
highly authoritarian. These practitioners were described as those who 
cultivated very close contacts among themselves but rarely associated 
with hospital staff doctors. They also tended to deny that they ever 
erred or could leam anything from their specialist colleagues and they
strongly rejected the idea of control examinations.
In sunraary, the review of past attitudinal studies of the medi­
cal profession demonstrates that they have concentrated primarily upon 
the personnel of university medical centers to the neglect of studies 
of attitudes among private practitioners. Also, most studies have con­
sidered only a narrow spectrum of attitude sets.
Two previous studies have been carried out regarding physician 
views of physician assistants. One such study was conducted in
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Wisconsin to assess the views of practicing physicians regarding the 
responsibilities which they would, or would not delegate to assistants 
(66). Thirty-two percent responded to a questionnaire mailed to all 
practicing physicians in the state. Sixty-one percent believed that 
assistants were needed and 42 percent stated that they would use an 
assistant in their practice. The majority agreed on the following: the
doctor's assistant should have training approximating that of a registered 
nurse, plus one year or more; his salary should be between $7,500 and 
$10,000; and he could be employed either in a hospital or in a physi­
cian's office. A majority of all specialtists agreed that assistants 
should be excluded from the following: performing physical examinations,
doing emergency room procedures, giving anesthetics, providing postopera­
tive care, performing deliveries, and providing prenatal and well baby 
care. Physicians from smaller communities were generally willing to 
delegate more responsibility to the assistants. These findings are note­
worthy because while most existing programs train non-physician midwives, 
anesthetists or ex-corpsmen most responding doctors did not approve these 
duties for assistants. Furthermore, the study had a 68 percent non­
response, and the lack of Interest in this group may indicate indiffer­
ence or denial of the need for the physician assistant.
The second study, conducted in Delaware, sought to ascertain 
physician opinions regarding the need for physicians' assistants, their 
willingness to use this type of personnel and their willingness to parti­
cipate in the training of these individuals (67). Questionnaires were 
mailed to all members of the Medical Society of Delaware, but only 151 
of those returned were sufficiently complete to be analyzed. The
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findings were quite unexpected since 20 percent more physicians reported 
that they would use a physician assistant than said there was a need for 
this type of personnel. The authors suggest that this discrepancy might 
represent the degree to which different physicians see themselves as 
personally busier than their colleagues. In this study the general prac­
titioners saw a lesser need for physicians assistants, and the nonsurgi- 
cal specialists saw a greater need. Surgeons were the second lowest in 
perception of the need for assistants but second highest in their will­
ingness to use them.
The present study differs from the two previous reports in that 
the information was gathered through personal contact with the physician 
and was done on a randomly selected sample of Oklahoma physicians. It 
also differs because the intention was not solely to assess physicians' 
opinions toward physicians' assistants, but rather to relate the opinions 
of acceptance to the physician's relative dogmatism - anxiety, profes­
sional orientation, success value orientation, and economic-welfare 
views. The physician's socialization process, educational background, 
personal characteristics and ideologies were also considered.
Hypothesis 
The main hypothesis of this study is:
A physician's acceptance or rejection of a medical care 
innovation is significantly related to his degree of: dogmatic con­
ceptualizations, success value orientation, professional orientation, 
and economic-welfare views.
Proposition I
The need for physician assistants will be viewed more
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favorably by physicians who have low dogmatic conceptualizations, 
low success value orientation, a high degree of professional 
orientations and a low degree of conservative economic-welfare 
views.
Proposition II
Governmental guarantee of medical care as a right for 
everyone will be viewed more favorably by physicians who have 
low dogmatic conceptualizations, low success value orientations, 
a high degree of professional orientation and a low degree of 
conservative economic-welfare views.
Dependent Variables:
1. Favorable (acceptance) or unfavorable (rejection) of the 
need for physician assistants.
2. Agree (acceptance) or disagree (rejection) with govern­
mental guarantee of medical care as a right for everyone.
Independent Variables:
1. Dogmatism-anxiety score, high or low.
2. Liberal or conservative economic-welfare views.
3. Profession or patient orientation.
4. "Success" value orientation, high or low.
Contingent Variables:
1. Graduated from medical school before or after 1950.
2. Graduated from medical school in Oklahoma or outside.
3. Specialty training, board eligible or certified, or not 
board eligible or certified.
4. Medical school affiliation or none.
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5. Salaried or fee for service.
6. Religious background: Protestant, Catholic, Jewish or
other.
7. Physician is Republican, Democrat or other.
8. Urban or rural practice.
Definition of Terms
Physician as used in this study refers only to an individual 
possessing a Doctor of Medicine degree.
Medical Care Innovation as used in this study was limited to 
two qualitatively different items new to medical care in this country: 
(1) physician assistants and, (2) a governmental guarantee of medical 
care as a universal right.
Acceptance was inferred from the physician's answer of "favor­
able" to the need for physician assistants or "agree" with governmental 
guarantee of medical care for everyone, respectively.
Rejection of the innovation means that the physician's reply 
was "unfavorable" to the need for physician assistants or "disagree" 
with governmental guarantee of medical care for everyone, respectively.
Relative Dogmatic Conceptualizations was measured by Shulze's 
Dogmatism-Anxiety Scale (68).
"Success" Value Orientation of a physician was judged by his 
degree of emphasis on either "economic opportunity" or "social prestige" 
as inferred from his reaction to a set of alternatives.
Professional Orientation of a physician was determined by his 
relative professional or patient orientation, as inferred from his re­
sponse to selected questions.
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Economic-welfare Views of a physician were measured by responses 
to selected politico-economic questions.
Significance of the Study
This study was proposed to identify attitudes and other social 
and professional characteristics of physicians which may predict their 
acceptance or rejection of medical care innovation. Sociological and 
social psychological theory was used to determine sets of attitudes and 
other characteristics of practicing physicians* which influence the 
practical problems of medical care delivery. Roemer and Elling (69), in 
a review of sociological research on medical care* suggest that "great 
benefits are to be derived from the interplay of sociological theory* 
exacting empirical methods and concern for practical problems." This 
study embodied this approach.
Most past investigations of the medical profession have been 
limited to captive medical students and faculty in university medical 
centers. This survey was concerned with a representative sample of 
physicians in Oklahoma who were interviewed in their offices.
This study could also assist in the planning and execution of 
physician's assistant programs at the University of Oklahoma Medical 
Center. The prerogative of the physician to delegate responsibilities 
to physician assistants must be considered if these individuals are to 
be efficiently trained and utilized in future programs to improve medi­
cal care in Oklahoma.
In general* innovative movements occur when the following two 
conditions exist: (1) high stress for the individual members of the
society and (2) disillusionment with a distorted Gestalt (physical*
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biological and psychological configurational whole) of the culture (70). 
The crisis in the United States today with respect to the delivery of 
health services exhibits both of these conditions. At the same time 
differences can exist in the individual perception of the stress and the 
degree of disillusionment felt by the person. The poverty consumer is 
stressed and disillusioned with the Gestalt of the medical culture when 
he does not receive adequate medical care. However the physician may 
not experience stress or disillusionment with the technical and sophisti­
cated medical system. This conflict of interest can be further com­
pounded by the bureaucracies of medical education, hospitals, consumer 
advocate groups (71) and government.
It is hoped that this study will afford a better understanding 
of the physician, and that together with other studies of consumers and 
bureaucracies, an ecological understanding (72) may evolve that will 




There were 3,834 physicians with the M.D. degree licensed to 
practice medicine in Oklahoma in 1970 (73). However, those listed in­
cluded physicians who practiced in other states, those in military ser­
vice and retirees no longer in active practice. In addition to the medi­
cal physicians there were approximately 400 doctors of osteopathy (74). 
However, in this study only physicians possessing a M.D. degree were 
considered. Furthermore, it was limited to medical doctors who were 
active professionally in Oklahoma, and not employed by the federal gov­
ernment. In February, 1970, the Health Resources Information Center of 
the University of Oklahoma School of Health compiled and published a 
list of just over 3,000 medical physicians in active practice. Although 
this listing included physicians who were in the military, both inside 
and outside of Oklahoma, and physicians employed by the Veterans Admini­
stration and Public Health Service, it was possible to eliminate most of 
these because they were listed by address. Thus, the total population 
for this study was approximately 2,900 medical physicians who were pro­




Characteristics of Population 
Oklahoma has a ratio of M.D. physicians (non-federal, active) 
to population of approximately 1:990, whereas the United States has a 
physician to population ratio of 1:706. Thus Oklahoma has fewer physi­
cians in relation to its population than the nation as a whole. At the 
same time it is similar in relation to physician ratio with its immedi­
ately neighboring states: Kansas with a population per physician ratio
of 915, Texas with 927, and Arkansas with 1,147 (75). However, the phy­
sician manpower supply is not truly represented by these figures because 
a greater portion of Oklahoma physicians are engaged in patient care as 
compared to the rest of the nation.
An analysis of the year of graduation from medical school of 
Oklahoma physicians showed that approximately 51 percent graduated prior 
to 1950 and that Oklahoma physicians were slightly older than physicians 
in the rest of the nation. This may be attributed to Oklahoma's having 
a smaller proportion of interns and residents in training than the nation 
as a whole (76). Oklahoma also has a much smaller portion of foreign 
graduates. Less than three and one-half percent of medical doctors in 
Oklahoma are graduates of foreign medical schools, whereas 17.1 percent 
of all medical doctors in the United States are graduates of such in­
stitutions .
There are substantial differences in the geographic distribution 
of physicians in Oklahoma. In 1967 the Oklahoma Health Resources Infor­
mation Center measured these differences. It was found that the physi­
cian to population ratio ranged from a high of 1:690 in the Oklahoma City 
area to a low of 1:2439 in the McAlester area of southeastern Oklahoma.
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The Tülsa area showed a ratio of 1:1176. Approximately 56 percent of 
the physicians are located in cities of 100*000 or more population.
In the United States more than 25 percent of the physicians are 
in general practice, compared with 34 percent of the physicians in 
Oklahoma in general practice, but there is a substantial urban-rural 
difference. Of the physicians in Oklahoma and Tulsa counties, more than 
21 percent are in general practice, whereas more than 60 percent are in 
general practice in the areas outside these counties. Oklahoma has a 
smaller percentage of physicians in training as interns, residents or 
fellows than the rest of the country. In Oklahoma less than 12 percent 
of the physicians are interns, residents or fellows, contrasted with 16 
percent for the nation. Oklahoma also has a smaller percentage in aca­
demic medicine (3.8 percent), administration (0.6 percent) and research 
(0.8 percent). Comparable figures for the United States are 4.2 percent 
in academic medicine, 1.0 percent in administration and 1.3 percent in 
research.
Finally, Oklahoma shows a somewhat smaller proportion of spe­
cialists: internists, 11.8 percent; pediatricians, 5.1 percent; sur­
geons, 28.7 percent; and psychiatrists, 4.8 percent. The United States 
percentages are 14.2 percent in internal medicine, 6.2 percent in pedi­
atrics, 29.2 percent in surgery, and 6.9 percent in psychiatry (77).
Sample
Weighing the limits of time, travel and expense it was decided 
to interview 100 randomly selected physicians from the total population 
of 2,910 non-federal, active physicians in Oklanoma in February, 1970. 
The population was numbered from one to 2,910 and 100 physicians were
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chosen by using a table of random numbers. After the first 100 random 
selections were made, an additional pool of 50 random numbers was drawn 
to provide substitutes in the event that a physician had moved or re­
tired or was deceased, employed by the federal government, or a non­
responder.
Selected physicians were sent a letter (Appendix A) which ex­
plained the research, sought their cooperation and indicated that they 
would be contacted by telephone within a week to arrange for an appoint­
ment for the interview. They were then telephoned and a twenty-minute 
appointment was requested to complete the questionnaire. Pre-testing 
determined that the questionnaire required ten [10] to twenty [20] min­
utes to administer.
Interview Schedule
A questionnaire (Appendix B) was developed to collect informa­
tion concerning the physician's attitudes both about the need for physi­
cian assistants and about a governmental guarantee of medical care as a 
right for everyone. The questionnaire also elicited the physician's de­
gree of dogmatism, his success-value orientation, his patient or profes­
sion orientation, and his conservative or liberal economic-welfare views. 
Additional information concerning age, socio-economic background, spe­
cialty training, medical school and political party affiliation were 
also incorporated into the questionnaire.
The entire questionnaire was pre-tested with student physicians 
in the School of Health in order to clarify questions, to determine 
attitudes and reactions to specific questions and to establish the time 
required to administer the questionnaire.
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The 10 item dogmatism-anxiety scale was also pre-tested to mea­
sure its validity. A separate questionnaire was constructed which in­
cluded the shortened 10 item scale within Rokeach's original 40 item 
dogmatism scale (78). This was administered to 20 physicians who were 
primarily engaged in private practice and attending a continuing educa­
tion class at the Medical Center. The 10 item, shortened version showed 
a moderately high correlation [.66] with p value <.005 (Appendix C).
This is consistent with Schulze's original finding when he tested the 
questionnaires on 172 introductory sociology students (79).
Innovation
This study uses two innovations within the medical care field 
as indicators of the physician's acceptance or rejection: (1) physician
assistants and (2) the governmental guarantee of medical care as a right 
for everyone. A physician's acceptance or rejection of these innovations 
was judged from his response to the following respective statements:
(1) "Do you think there is a need for this type (physician assistant) of 
medical personnel?" and (2) "It is the responsibility of the entire 
society, through its government, to provide everyone with the best avail­
able medical care, whether he can afford it or not." The response 
allowed the physician to select one of seven possible positions on a 
Likert Scale (80) ranging from "agree very strongly" to "disagree very 
strongly", with a neutral position at the center. "Agree" responses 




The physician was asked whether he agreed or disagreed with the 
statement and to indicate the strength of his choice by a number, 1 ® a 
little, 2 = on the whole, and 3 = very much. The scale was developed 
by Shulze (79) and consists of 10 items from the original 40 item Form E 
of Rokeach's (81) dogmatism scale. It had a coefficient of reproducibi­
lity (CR) of .83 when tested on freshman college students. Therefore, 
Shulze judged the scale to be multi-dimensional because Guttman specifies 
that a unidimensional scale must have a CR of .90 or above. It was con­
cluded that the scale had intruding variables such as anxiety, rigidity, 
authoritarianism, self-rejection and paranoia. However, this is a short­
coming shared with Rokeach's original 40 item dogmatism scale. Fruchter, 
et al. (82), demonstrated that dogmatism had a factorial content in com­
mon with anxiety. Furthermore, Vacchiano (83) and Plant (84) both sup­
port Rokeach's contention that dogmatism itself is a generalized theory 
of authoritarianism. Other authors (85, 86) have drawn parallels be­
tween dogmatism and rigidity. Therefore, the multi-dimensionality of 
Schulze's scale is of little importance, since dogmatism, anxiety, au­
thoritarianism and rigidity appear to be interrelated as personality 
factors. The scale was totaled using positive values for "agree", zero 
for "neutral", and negative values for "disagree", and the cumulative 
score was the measure of the degree of dogmatism-anxiety. The maximum 
possible score was +30 and the minimum possible score was -30. The total 
sample was then divided in half, the upper half was designated as the 




The physician's "success" value orientation was ascertained by 
the following questions derived from the Colombotos (87) survey of physi­
cians:
A. Which of the following things was the most important to you then
in your decision to go into medicine - was it the social prestige
of a medical career, the chance to help people, the chance to do 
work of special interest to you, or the economic opportunity?
B. Which of these things was second most important to you then in 
your decision to go into medicine?
C. What about the present - which of these things is most important
to you now - is it the social prestige of a medical career....?
D. Which of these things is second most important to you now?
Those physicians who gave "social prestige" or "economic oppor­
tunity" as a first or second choice (then or now) were classified as 
having a high success value orientation, those who gave the other two 
reasons were classified as having a low success orientation.
Colombotos found that physicians from lower class families were 
more likely than physicians from upper class families to be high in 
success-value orientation. He also found that Catholic and Protestant 
physicians were more likely to stress success values than Jewish physi­
cians. However, he suggests that, although socioeconomic background has 
a strong influence on an individual's reasons for going into medicine, 
once he is in the profession, the influence of his colleagues becomes 
important, and the more success-oriented become less so, and the less 
success-oriented become more so. He found that approximately 35 percent
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of the physicians tested had a high success value orientation (88).
Degree of Professional Orientation 
The physician's relative orientation to his professional col­
leagues or to his patients was judged from his response to the follow­
ing questions taken from Coleman, Katz and Menzel (89):
How would you rank the importance of these characteristics in 
recognizing a good doctor in a town like this?
a. The respect in which he is held by his own patients.
b. His general standing in the community.
c. The recognition given him by his local colleagues.
d. The research and publications he has to his credit.
The physicians were then classified as "profession" or "patient" 







Other ranking combinations were possible, but in general any
rank beginning with (d) or (c) would cause the physician to be classified
as "profession" oriented and any rank beginning with (b) or (a) would
mean a classification of "patient" oriented.
Economic-Welfare Views 
The physicians' liberal or conservative economic-welfare views 
were measured by their reactions of "agree", "disagree" or "neutral" and
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the strengths of their choice (1 = a little; 2 = on the whole, and 3 = 
very much) to the following statements:
1. People ought to experiment with new ideas even if they seem to 
go against tradition.
2. The government must continue to play a major part in the economic 
life of the nation.
3. It is the responsibility of the entire society through its 
government, to guarantee full employment.
4. Poverty could almost be done away with if we made certain basic 
changes in our social and economic system (90).
The scale was then totaled using positive values for "agree",
zero for "neutral", and negative values for "disagree"; the cumulative 
score was the measure of economic-welfare views. The maximum score pos­
sible was +12 and would indicate liberal views, the minimum score pos­
sible was -12 and would indicate conservative views.
Information was also collected regarding year of graduation 
from medical school, name of school, specialty training, major source 
of income, and political party affiliation. These contingent variables 
were included in the analysis of the data.
CHAPTER III
RESULTS
Interviews were completed on 73 percent of the original sample 
of 100 physicians. Four were deceased, three had retired, twelve had 
moved out of state or left no forwarding address, seven refused to 
participate when contacted by telephone and two refused to complete the 
Interview. Twenty-eight physicians were randomly selected from the 
supplementary sample pool, bringing the total study sample to 100.
The sample and the population are quite similar with respect to 
specialty type, urban-rural location and the place and year of graduation 
from medical school (Table 1).
Only eight percent of the physicians sampled were Catholic, 
three percent were Jewish, one percent had no religious affiliation and 
the remaining 88 percent were Protestant. The political party affilia­
tions of the physicians were heavily concentrated with 75 percent In 
the Republican party, 13 percent Democrat, and 12 percent Independent 
In their affiliations.
Those physicians who refused were generally older, all nine 
had graduated from medical school before 1950. Eight were graduates of 
out of state medical schools; only one graduated from the University of 
Oklahoma. TWo of the nine were In general practice and the remainder 




COMPARISONS BETWEEN STUDY SAMPLE AND POPULATION OF OKLAHOMA 







General Practice ^ 44.0 34.0
Medical Specialties y 13.0 20.2
Surgical Specialties 30.0 28.7







Before 1950 45.0 51.1
After 1950 55.0 48.9
University of Oklahoma 52.0 50.0
Other Medical School 48.0 50.0
Foreign Medical School 2.0 3.4
internal Medicine, Pediatrics, Dermatology
^General Surgery, Obstetrics-Gynecology, Orthopedics, Urology, 
Otorhinolaryngology
cpsychiatry. Pathology, Radiology, Anesthesiology, Neurology, 
Public Health
^Counties of more than 100,000 population
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in rural communities.
The major innovations used in the hypothesis were: (1) need
for physician assistants and (2) the governmental guarantee of medical 
care as a right.
Need for Physician Assistants
The vast majority of physicians sampled agreed that there was a 
need for this type of health personnel. While 90 percent of the respon­
dents agreed with the statement, less than one-half, 49 percent, felt 
strongly positive. The data approximates the previously mentioned study 
of physicians in Delaware, in which 88 percent of those \Aio returned the 
questionnaire saw a need. The percentage of sampled physicians in both 
of these studies perceiving the need is higher than in Wisconsin where 
only 61 percent responded affirmatively^.
The high percent of physicians accepting the need prevented the 
carrying out of detailed comparisons between those accepting and those 
rejecting the need for physician assistants. Table 2 provides a summary 
breakdown of the ideologies that bear directly on Proposition I of the 
Hypothesis. The findings support Proposition I to the extent that the 
profession oriented and low success value oriented physician is more 
likely to accept the need for physician assistants. The proposition was 
only partially supported since physicians who agreed with the innovation 
and those who disagreed with it do not differ significantly regarding 
their degree of dogmatism, or in their economic-welfare views. Since
^An unpublished survey of physicians in South Dakota reported 
that 72 percent felt the need for physician assistants.
TABLE 2
IDEOLOGIES OF PHYSICIANS ACCEPTING AND REJECTING 







TOTAL 90 100 10 100 P <
ORIENTATION
Profession 48 53.33 1 10.00 5.140 .025
Patient 42 46.64 9 90.00
SUCCESS VALUE
Low 52 57.78 0 0.00 9.833 .003
High 38 42.22 10 100.00
DOGMATISM-ANXIETY
High 40 44.44 8 80.00 3.245 N.S.
Low 60 55.56 2 20.00
ECONOMIC-WELFARE VIEWS^
Liberal 36 40.00 1 10.00
Conservative 54 60.00 9 90.00
w
All tests were one-tailed; statistical significance accepted at the .05 level.
^Expected number too small for computation.
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only 10 physicians rejected the need for physician assistants, compari­
sons with this group could not be made.
The results were also analyzed by comparing those respondents 
who agreed "very much" (+3 on the scale) and "on the whole" (+2 on the 
scale) with the need for physician assistants to all other responses. 
These findings are susmarized in Table 3. The accepting and rejecting 
physicians differ significantly regarding their dogmatic conceptualiza­
tions. Over 70 percent of the respondents who were less favorable to 
the need for physician assistants were high in dogmatism. On the other 
hand only 41 percent of those physicians who agreed "very much" or "on 
the whole" with the need were so classified. A comparison of the two 
groups shows a trend in the direction hypothesized for the other ideo­
logies studied.
Eleven questions elicited the physician's view of duties that 
could be delegated to physician assistants. The respondent was asked to 
agree or disagree on the scale for each duty. From this it was possible 
to tabulate an overall score for the 11 questions with the lowest pos­
sible score being -33 and the highest score equaling +33. The actual 
range was -20 to +32 with a mean of +9.5. Further analysis of the data 
was accomplished by dividing the sample into two groups: those with
delegation scores below the mean and those with scores above the mean.
The assumption was that those physicians who were willing to delegate 
more duties to paramedical personnel could be considered as more "accept­
ing" of these individuals. It is possible that the delegation of duties 
by physicians to paramedical personnel is more important than their per­
ception of the need for this type of personnel. A comparison of the
TABLE 3
IDEOLOGIES OF PHYSICIANS WHO AGREE "VERY MUCH" AND‘"0N THE WHOLE" 
WITH THE NEED FOR PHYSICIAN ASSISTANTS 
AND ALL OTHER RESPONDENTS
Agree 











TOTAL 79 100 21 100 X: P <
ORIENTATION
Profession 43 54.43 6 28.57 3.465 N.S.
Patient 36 45.57 15 71.43
SUCCESS VALUE
Low 46 58.23 7 33.33 3.189 N.S.
High 33 41.77 14 66.67
DOGMATISM-ANXIETY
High 33 41.78 15 71.43 4.718 .05
Low 46 58.22 6 28.57
ECONOMIC-WELFARE VIEWS
Liberal 33 41.77 4 19.05 2.765 N.S.
Conservative 46 58.23 17 80.95
w
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differences in ideologies of the "low" duty delegating and "high" duty 
delegating physicians is summarized in Table 4. Those physicians who 
would delegate more duties were more profession oriented, had lower suc­
cess value orientation, and had more liberal economic-welfare views than 
their "low" duty delegating colleagues. The differences in ideologies 
between the two groups were particularly significant for their success 
values (P < .003) and for their economic-welfare views (P < .014), but 
not for their dogmatic-anxiety conceptualizations.
A Governmental Guarantee of Medical Care
The other proposition tested concerned physician ideologies and 
their acceptance or rejection of the governmental guarantee of medical 
care as a right for everyone regardless of their ability to pay. In 
contrast to the previous proposition the distribution of the results was 
evenly spread and the ideological dimensions revealed several interest­
ing results.
First, less than one-half, 47 percent, agreed that it was the 
government's responsibility to provide everyone with the best available 
medical care whether he could afford it or not. Only 14 percent of the 
entire sampled physicians agreed "very much" with the stated innovation. 
The accepting and rejecting physicians differed on all ideologies that 
were included in Proposition II of the Hypothesis. The results are sum­
marized in Table 5 and support the hypothesis. Approximately 60 percent 
of those physicians who rejected this innovation were classified high 
in dogmatism-anxiety conceptualizations while only 36 percent of the 
accepting physicians were so classified. The two groups also differed 
significantly with regard to whether they were profession or patient
TABLE 4
IDEOLOGIES OF "HIGH" DELEGATING PHYSICIANS 





Number Percent Number Percent Square Probability
TOTAL 50 100 50 100 X2 P <
ORIENTATION
Profession 30 60.00 19 38.00 4.002 .05
Patient 20 40.00 31 62.00
SUCCESS VALUE
Low 34 68.00 18 36.00 9.014 .003
High 16 32.00 32 64.00
DO0IATISM-ANXIETY
High 23 46.00 25 50.00 .014 N.S.
Low 27 54.00 25 50.00
ECONOMIC-WELFARE VIEWS
Liberal 25 50.00 12 24.00 6.178 .014
Conservative 25 50.00 38 76.00
w00
Agreed to more duties being performed by physician assistants, above the mean of 9.5.
Agreed to fewer duties being performed by physician assistants, below the mean of 9.5.
TABLE 5
IDEOLOGIES OF PHYSICIANS ACCEPTING AND REJECTING A GOVERNMENTAL 
GUARANTEE OF MEDICAL CARE AS A RIGHT FOR EVERYONE
Accepting Rejecting Chi
Number Percent Number Percent Square Probability
TOTAL 47 100 53 100 P <
ORIENTATION
Profession 34 72.34 15 28.30 17.609 .001
Patient 13 27.66 38 71.70
SUCCESS VALUE
Low 32 68.09 20 37.74 8.017 .005
High 15 31.91 33 62.26
DOGMATISM-ANXIETY
High 17 36.16 31 58.50 4.118 .046
Low 30 63.84 22 41.50
ECONOMIC-WELFARE VIEWS
Liberal 33 70.21 4 7.55 39.320 .001
Conservative 14 29.79 49 92.45
wVO
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oriented. Of the physicians who were favorable to a governmental guaran­
tee of medical care 72 percent were profession oriented and 28 percent 
were patient oriented. There was a reversal in percentages for those 
physicians who rejected governmental guarantee of medical care. Seventy- 
two percent of them were patient oriented and 28 percent were classified 
as profession oriented.
Thirty-two percent of the physicians who accepted the Innovation 
had high success values compared to 62 percent for those who rejected 
the governmental guarantee of medical care. The greatest significant 
difference in ideology was noted for economic-welfare views (P < .001). 
Seventy percent of the accepting physicians held liberal economic-welfare 
views, while 93 percent of those physicians who rejected governmental 
guarantee of medical care held conservative economic-welfare views.
Therefore, the data support Proposition II of the Hypothesis, 
that a governmental guarantee of medical care as a right would be viewed 
more favorably by physicians who had low dogmatism-anxiety conceptuali­
zations, low success value orientation, low patient orientation and, a 
low degree of conservative economic-welfare views.
Although some of the ideologies tested In Proposition I were 
not significant all of the data showed a trend in the same direction as 
in Proposition II. While a close concordance between the acceptance of 
the two propositions was not possible because of the low number of phy­
sicians who rejected the need for physician assistants, a comparison of 
the results was carried out. From the 47 percent of the sampled physi­
cians who accepted governmental guarantee of medical care as a right for 
everyone, 87 percent also accepted either "very much" or "on the whole"
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the need for physician assistants. In comparison, from the 53 percent 
of the sampled physicians who rejected governmental guarantee of medical 
care as a right for everyone, only 62 percent accepted the need for phy­
sician assistants either "very much" or "on the \diole". Therefore, there 
is a possible predictive trend toward the identification of acceptors of 
change. The independent variables contained in both Proposition I and 
Proposition II were in the hypothesized directions. On the basis of the 
two specific medical care innovations that were measured in this research, 
the hypothesis is partially supported. The physician's acceptance or re­
jection of a governmental guarantee of medical care was significantly re­
lated to his degree of: dogmatic-anxiety conceptualizations, success
value orientation, professional orientation and economic-welfare views.
The physician's acceptance or rejection of the need for physician assis­
tants was not, however, significantly related to all four ideologies.
The two innovations appear to be of different levels of impor­
tance to physicians. The difference might have resulted because the 
respondent was intellectualizing the question of the need for physician 
assistants; whereas a governmental guarantee of medical care as a right 
for everyone had emotional overtones and was perceived as a greater 
threat to physician self interests.
Information on contingent variables proved useful in varying 
degrees. Comparison of physician ideologies by religious background was 
not possible because of the large number of physicians with Protestant 
backgrounds, 88 percent. Likewise the political party affiliations of 
the physicians were heavily concentrated with 75 percent in the Republi­
can party.
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Selected contingent variables for those physicians who accepted 
and rejected the innovations are compared in Tables 6 and 7. Physicians 
who were graduated from medical school after 1950 tended to be more 
accepting of both the need for physician assistants and governmental 
guarantee of medical care than those physicians graduated prior to 1950. 
However the differences were not significant. The medical school which 
the physician attended had no influence on his acceptance or rejection 
of the innovations. Physicians who were either specialty board eligible 
or certified were significantly more accepting of the need for physician 
assistants, but at the same time, less favorable toward governmental 
guarantee of medical care as a right than physicians in general practice. 
The perceived need for physician assistants did not differ significantly 
for those physicians who received remuneration from a salary for fee- 
for-service. However, the salaried physicians more often favored a 
government guarantee of medical care than those in fee-for-service prac­
tice (P < .025). Although the figures were too small to be substantive 
and conclusive, political party affiliation seemed to have no signifi­
cant effect on the acceptance of these innovations. Doctors practicing 
in urban settings, with a county population greater than 100,000 were 
significantly (P < .014) more favorable to the need for physician assis­
tants than their counterparts in rural practice. Urban physicians were 
generally more profession oriented than rural physicians, 64 percent as 
compared with only 34 percent. The urban doctors showed higher success 
value orientations than rural doctors, but fewer held conservative 
economic-welfare views than their rural colleagues. The physicians in 
practice in the larger towns also seemed more willing to delegate more
TABLE ô
SELECTED CONTINGENT VARIABLES RELATED TO PHYSICIAN 






Number Percent Number Percent Square Probability
TOTAL 79 100 21 100 x= P <
YEAR MEDICAL SCHOOL GRADUATED
After 1950 48 87.27 7 12.73 3.995 N.S.
Before 1950 31 68.89 14 31.11
MEDICAL SCHOOL
Outside of Oklahoma 37 77.08 11 22.92 .043 N.S.
Oklahoma University 42 80.77 10 19.23
TRAINING
Specialist 49 87.50 7 12.50 4.439 .05
General Practice 30 68.18 14 31.82
INCOME SOURCE
Salaried 22 73.57 6 21.43 .043 N.S.
Fee-For-Service 57 79.17 15 20.83
POLITICAL PARTY
Democrat 10 76.92 3 23.08 .050 N.S.
Republican 59 78.67 16 21.33
Independent 10 83.33 2 16.67
GEOGRAPHIC AREA
Urban 45 90.00 5 10.00 6.028 .014
Rural 34 68.00 16 32.00
w
^Accepted "very much" or "on the whole".
TABLE 7
SELECTED CONTINGENT VARIABLES RELATED TO PHYSICIAN ACCEPTANCE 
OR REJECTION OF A GOVERNMENTAL GUARANTEE 





Number Percent Number Percent Square Probability
TOTAL 47 100 53 100 P <
YEAR MEDICAL SCHOOL GRADUATED
After 1950 30 54.55 25 45.45 2.160 N.S.
Before 1950 17 37.78 28 62.22
MEDICAL SCHOOL
Outside of Oklahoma 21 43.75 27 56.25 .181 N.S.
Oklahoma University 26 50.00 26 50.00
TRAINING
Specialist 31 55.36 25 44.64 .398 N.S.
General Practice 28 63.64 16 36.36
INCOME SOURCE
Salaried 19 67.86 9 32.14 5.678 .025
Fee-For-Service 28 38.89 44 61.11
POLITICAL PARTY
Democrat 6 46.15 7 53.85 .071 N.S.
Republican 35 46.67 40 53.33
Independent 6 50.00 6 50.00
GEOGRAPHIC AREA
Urban 28 56.00 22 44.00 2.569 N.S.
Rural 19 38.00 31 62.00
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duties to paramedical personnel than those in smaller communities.
As a group, the general practitioners saw the least need for 
physician assistants. Surgeons were the second lowest in their percep­
tion of need for this type of medical personnel. However, a larger per­
centage of general practitioners than any of the specialists accepted 
government guarantee of medical care. Physicians within medical speci­
alties (internal medicine, pediatrics and dermatology) scored signifi­
cantly lower (P < .05) on the dogmatism anxiety scale than did any other 
group. On the other hand, the surgical specialists (general surgery, 
obstetrics-gynecology, orthopedics, urology and otorhinolaryngology) 
showed significantly higher (P < .05) dogmatism-anxiety scores. More 
than 75 percent of the medical specialists scored lower than the sample 
mean for dogmatism-anxiety while 63 percent of the surgical specialists 
were higher (Table 8).
Medical specialists were much more profession oriented than any 
other group, while the general practitioners were the most patient 
oriented. Physicians in medical specialties also had a higher proportion 
of doctors with low success value orientation, whereas the general prac­
titioners had the highest proportion of physicians with high success 
value orientation. General practitioners were the most conservative in 
their economic-welfare views and physicians in the surgical specialties 
scored second in conservatism.
Seventy-six percent of the physicians who practiced in the urban 
areas were specialists as opposed to only 24 percent of those in rural 
practice. Also more specialists, 63 percent, had graduated from medical 
school outside of the state. One-half of the graduates from the
TABLE 8
ACCEPTANCE AND REJECTION OF TWO INNOVATIONS RELATED TO IDEOLOGICAL 













NEED FOR PHYSICIAN ASSISTANT
Accepted* 30 68.18 12 92.31 25 83.33 12 92.31 69 87.50
Rejected
GOVERNMENT GUARANTEE OF MEDICAL
16
CARE
31.82 1 7.69 5 16.67 1 7.69 7 12.50
Accepted 28 63.63 7 53.85 16 53.33 8 61.56 31 55.36
Rejected 16 36.36 6 66.15 16 66.67 5 38.66 25 61.66
DOGMATISM-ANXIETY
Below the Mean (Low) 23 52.27 10 75.92 11 36.67 8 61.56 29 51.79
Above the Mean (High) 21 67.73 3 23.08 19 63.33 5 38.66 27 68.21
ORIENTATION
Professional 17 38.66 10 76.92 15 50.00 7 53.85 32 57.16
Patient 27 61.36 3 23.08 15 50.00 6 66.15 26 62.86
SUCCESS VALUE
Low 18 60.91 11 86.62 16 66.67 9 69.23 36 60.71
High 26 59.09 2 15.38 16 53.33 6 30.77 22 39.29
ECONOMIC-WELFARE VIEWS
Liberal 16 31.82 6 66.15 10 33.33 7 53.85 23 61.07
Conservative 30 68.18 7 53.85 20 66.67 6 66.15 33 58.93
J>
O'
Accepted "very much" or "on the whole"
'internal Medicine, Pediatrics, Dermatology
^General Surgery, Obatetrlca-Cynecology, Orthopedics, Urology, Otorhinolaryngology 
^Psychiatry, Pathology, Radiology, Anesthesiology^, Neurology, Public Health
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University of Oklahoma Medical School were specialists.
In summary, physicians who were more favorable to the accep­
tance of these two medical care innovations proved to be more liberal 
in their economic-welfare views, more profession oriented, less dogma­
tic held lower success values, were younger, had more training and prac­
ticed in urban communities.
CHAPTER IV 
DISCUSSION AND SUMMARY
Tliroughout history, the physician, or his primitive counter­
part, has maintained the primary role for health protection in organized 
society. In 1946, the medical historian Henry E. Sigerist wrote con­
cerning the role (91) :
The place that the physician holds in a given society is deter­
mined by a variety of factors of which the most important arc 
the social and economic structure of that society, the tasks it 
sets to its physicians, and finally the technology of medicine 
available to the doctors in such a period. These factors have 
changed a great deal in the course of time and so has, conse­
quently, the position of the physician.
It is apparent that a dominant theme in the discussion of con­
temporary medical care innovation must be the role of the physician in 
the context of the prevailing social, political and economic conditions, 
on the one hand, and the physician's own ideologies and attitudes on the 
other. The society allows the physician his role and functions as long 
as they are fitted to the needs of its people. Societal endowment of 
the role of the physician may be conditioned upon the two innovations 
studied, adequate manpower distribution and utilization and the guaran­
tee of health as a right for everyone.
The data presented in this study suggest that the ideologies of 
many physicians may not agree with prevailing social, political, and 
economic conditions concerning these two innovations. There are many
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possible general explanations for this difference. Parsons (92) has
noted the following;
The role of physician is far along the continuum of increasingly 
high levels of competence required for performance.... There is 
an intrinsic connection between achieved statuses and requirements 
of high technical competence, as well as universalism and compe­
tence .
Other generalities that have been attributed to the medical 
profession are feelings of omnipotence (93) and cynicism (94). Many of 
the attitudes and ideologies of physicians have been traced to under­
graduate and graduate medical education. Knowles (95) describes the 
product of medical school in the following manner:
At the end of four years, he is a highly individualistic person 
cloaked with the charismatic robes of the profession, trained to 
take immediate action with the individual patient and to expect 
immediate rewards, with his knowledge firmly grounded in science 
.... But the broader issue of the physician's (as well as the 
patient's) place and problems in the world at large have been 
neglected.
Discussion of Results
The puzzling inconsistencies of the physician role in modern 
society are also exacerbated by the turmoil that exists in American 
society, itself ambivalent with respect to the role of the physician as 
private entrepreneur or public servant.
Certain limitations are inherent in this study. An exact defi­
nition of a physician assistant was purposely avoided because it is a 
generic term open to individual interpretation. Many of the physicians 
who answered affirmatively to the "need for this type of personnel" may 
have perceived the physician assistant as being capable of assuming 
limited responsibilities. Others defined the physician assistant as a 
highly trained individual, and perceived him as a possible threat; they
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responded negatively to the "need for this type of personnel". The total 
score for delegation of duties to the physician assistant is therefore a 
more reliable index of the acceptance or rejection of the innovation.
The wording of the statement "It is the responsibility of the entire 
society, through its government, to provide everyone with the best avail­
able medical care regardless of his ability to pay" may have contained 
too many separate elements that aroused ambivalent attitudes. The men­
tion of "government" may have caused some to respond negatively even 
though they would agree that medical care is a right. Likewise, some 
physicians may have interpreted the "best available medical care" as 
meaning the most sophisticated and expensive care.
The two innovations that were selected in this research effort 
were both purposely broad. Neither of these innovations was a completely 
new concept to practicing physicians and both have been discussed at 
medical meetings. Professional and lay literature have contained pros 
and cons of both issues. A physician assistant training program began 
at the University of Oklahoma Medical Center in the Fall of 1970 and 
another program was planned to begin the following year at Oklahoma State 
University. The government, in fact, does guarantee medical care for 
those populations of Oklahoma covered by Medicare and Medicaid programs. 
Therefore, physicians did have knowledge of these issues and had an 
opportunity to form attitudes concerning them.
Despite these limitations the study does provide an empirical 
basis for deriving a number of significant generalizations concerning 
physician ideologies and their acceptance or rejection of medical care 
innovation. Furthermore a broader validity can be attributed to some of
51
the earlier studies concerned with physician ideologies, although further 
studies are necessary.
The medical profession's acceptance or rejection of both innova­
tions clearly indicates that ideological and attitudinal determinants 
exist in the decision making process of physicians. This fact suggests 
a number of implications which can be expressed in the form of a series 
of specific generalizations:
1. Concomitant ideologies and attitudes tend to exist as "sets".
The dogmatic physician also tends to be unaccepting of innova­
tion, have higher success value orientations, be more conserva­
tive and oriented more towards his patients than his low dogma­
tic colleague. Although the data only partially supported the 
hypothesis regarding physician views concerning the need for 
physician assistants, the hypothesis was supported by their 
views of a governmental guarantee of medical care as a right.
The findings on both questions do indicate a trend toward cate­
gorizing of attitudes into certain ideological sets. These are 
broader modes of thought than one elicits utilizing only one 
attitudinal dimension.
2. High dogmatic-anxiety physicians tend not to be accepting of 
medical care innovation. The dogmatism-anxiety scale did dif­
ferentiate the accepting and rejecting physicians regarding a 
governmental guarantee of medical care as a right, but did not 
prove as useful with respect to the need for physician assistants. 
From previous studies of dogmatism among physicians, it was ex­
pected that this dimension of the study would have been more
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significant. In general, respondents were not as dogmatic as 
would be expected from the stereotype of the physician. The 
data supports Rokeach's (81) contention that dogmatism is a 
generalized theory. It may be too unspecific or multi-dimen­
sional for the study of innovation. The dimension of rigidity 
would be more specific; although rigidity is situational, and 
dependent upon knowledge and affect toward a specific object.
More research is needed to define this dimension of dogmatism- 
anxiety.
3. More than one-half of the physicians persist in rejecting a gov­
ernmental guarantee of medical care as a right for everyone. It 
would have been useful to have added a refined statement regard­
ing whether the physicians consider health a privilege, or a 
right. The question is an emotional concern for physicians and 
may have elicited an intense affect response.
4. Physicians who graduated after 1950 tend to be more accepting of 
innovations. The younger physicians were more accepting particu­
larly of the need for physician assistants. They were however 
not as liberal in their economic-welfare views as expected. A 
more discriminate age breakdown would have been preferable.
5. Specialists are more willing to accept physician assistants than 
general practitioners, but fewer of the specialists accept a 
governmental guarantee of medical care. Since physician assist­
ants in many of the training programs, plan to work as primary 
care providers, they would be assisting general practitioners.
The findings indicate that this is the group where resistance to
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this innovation is greatest.
6. There is little difference in the acceptance of newer health 
manpower by physicians who are salaried and those in fee-for- 
service practice. However, those who are salaried are more 
likely to accept a governmental guarantee of medical care as a 
right. Many of the group practices and hospitals vdiere physi­
cians are salaried tend to use more paramedical personnel. 
Therefore the results are somewhat unexpected regarding this 
innovation. In a salaried setting there would appear to be a 
greater incentive to utilize physician assistants.
7. Urban physicians are more likely to accept medical care innova­
tion than their rural colleagues. The greatest area of maldis­
tribution of physician services is in the rural areas. Many 
areas have no physicians and rural physicians are overworked.
Where medical care innovation is most needed, the greatest re­
sistance exists.
8. Physicians who have liberal economic-welfare views are more likely 
to accept medical care innovation than those holding conservative 
views. Of the four ideologies in the present study, economic- 
welfare views were the most significant predictors of acceptance 
or rejection of the innovations. This finding warrants further 
research especially to ascertain broader dimensions of the con­
servative - liberal spectrum.
General Discussion 
Some practical implications of these findings directly impinge 
upon future medical care in this country. At the very core of the
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present medical care crisis is the physician. Have the ideologies and 
attitudes of many physicians made them incapable of admitting to the 
crisis and helping to change the system? If this is so, how do physi­
cians obtain these attitudes? Can these attitudes be changed? Will so­
ciety allow the present role of the physician to continue? Is the physi­
cian in our society obsolete in the wake of societal change?
Michael Michaelson (96) claims that the physician is obsolete
and that our ideal of "doctor" remains rooted in the nineteenth century
model. He proposes that today's physician is:
...perhaps the last remaining archtypal American - a self-suffi­
cient, independent rugged individual after the frontier model, 
with illusions of omniscience and a life style of onmipotence....
The obsolescence of the American physician today is manifold, a 
product of his archaic education.
Perhaps the individuality that the physician is forced to sacri­
fice for high technical standards during his medical education does 
affect his ideologies and attitudes. Many of the physicians who reject 
medical care innovation may have obsolescence built in during their edu­
cation. Nevertheless, a physician's education also builds in a pattern 
of primacy in the medical care system. Doctors have maintained a monopoly 
of control over patient care to the exclusion of nurses, technicians, 
administrators and other paramedical personnel, without which the prac­
titioner of modem medicine could not function. Despite advances in 
training of these personnel, physicians have preserved a monopoly in the 
medical care system that leads one to the conclusion that it is run by 
and for the physician rather than by and for the patient. The physician 
of today shares little financial risk with the patient. He also shows 
little accountability to the society he serves.
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One physician who was interviewed during this project summarized 
the difficulty of managing physicians by stating, "Eight out of ten phy­
sicians are prima donnas and the other two think they are!" Physicians 
must somehow come to grips with the issue of accountability to the so­
ciety they serve. Their accountability and that of the health system 
will be the over-riding issue in American medicine during the next de­
cade.
The demand for medical care clearly exceeds the ability of phy­
sicians in practice to provide it, particularly in rural communities.
An example of the problem was brought out in this study in the case of 
four physicians with rural addresses who had moved out of the community 
and were located in residency programs: three were in radiology and
the fourth in pathology. When asked why they left, they indicated that 
they were overworked. The maldistribution of physicians will probably 
worsen during this decade, and a large percent of the population will be 
underserved. It is unlikely that enough physicians can be trained to 
meet the demand. If as a national policy, every medical school doubled 
the size of its freshman class, after eight years there would be 16,000 
new physicians (disregarding attrition) instead of the present 8,000 per 
year. Since current patterns indicate that 25 percent would choose not 
to administer directly to patients, this would mean a net gain of slightly 
over 6,000 practicing physicians (97).
It is estimated that about $11,000 per year is required to edu­
cate a medical student. As the student pays only $1,200 in tuition and 
fees, the rest must be made up from other sources. With many medical 
schools in precarious financial straits, an additional increase in
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student enrollment would only further endanger their existence.
An obvious alternative to more physicians is a more efficient 
use and greater productivity of existing physicians. This implies that 
physicians must utilize physician assistants and delegate selected tasks. 
The military corpsman is a current example of a physician assistant. He 
provides primary care and performs a wide range of routine procedures 
that consume much of the private physician's time. Some 30,000 medical 
corpsmen are discharged from the military every year, each with an esti­
mated $25,000 worth of training in medical skills. If only a third of 
these were to be utilized as physician assistants, the increase in man­
power would be greater than a present doubling of medical students, 
assuming physicians would delegate half of the tasks they now perform. 
Another paramedical technician that is becoming more available is the 
midwife. Here again, the delegation of responsibilities by physicians 
is fundamental.
Under the predominant form of present medical practice in this 
country, there is little incentive for a physician to delegate duties to 
someone with lesser training. Many of the physicians acquired rigid 
attitudes about the use of paramedical personnel during their medical 
education. It is here again that attitudes could be altered. Attitudes 
and ideologies of medical educators, who impart their values to students 
by subtle and overt cues must change. These teachers should encourage 
the student to question old precepts such as the use of paramedical 
personnel.
Individual physicians, whether or not they desire it, are identi­
fied as representatives of organized medicine. Physicians may differ
57
about contemporary problems of medicine or be confused by them. Never­
theless organized medicine, particularly the American Medical Associa­
tion, speaks loudest for the profession. The AMA calls for liberty for 
all physicians, reduced regimentation and accountability, and restric­
tion of national health legislation.
At the same time, the individual medical practitioner seems 
politically uninterested and uninvolved; while appearing to be aloof from 
broader social and political concerns. In effect, he defends the status 
quo and the positions of organized medicine through acquiescent silence. 
He falls easy victim to the American businessman's psychology of indivi­
dualism. Freedom becomes freedom from government interference, except 
of course, for rigid licensure laws, construction of more hospitals and 
funds for research that increase the demand for medical services.
Organized medicine has continually cloaked the entrepreneurial 
policy of business unionism with a mantle of professional ethics while 
assuming the pose of protector of the nation's health. The fragile 
mythology has successfully controlled the supply of physicians, govern­
mental health insurance, and ultimately, the provision of medical care 
(98).
Since many of the sampled physicians in Oklahoma reject a 
governmental guarantee of medical care as a right for everyone regardless 
of ability to pay, it seems warranted to conclude that they are in essen­
tial agreement with the basic tenets expounded by organized medicine. 
Noteworthy are the high significant differences between the ideologies 
of the accepting and rejecting physicians toward this issue. Of partic­
ular interest is the apparent ambiguity in the results for physician
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orientation and willingness to accept the change. The physician who is 
truly profession-oriented (concerned with colleague judgement of his 
actions) tends to accept a point of view at variance with his professional 
organization. On the other hand, the patient-oriented physician tends 
to adhere to the status quo and expound the philosophy of organized medi­
cine. The physicians who were profession-oriented also tended to be 
ideologically liberal in economic-welfare views.
The contingent variable that proved of highest significance in 
association with the opinion that a governmental guarantee of medical 
care should be a right for everyone was the income source of the physi­
cian. Those physicians who receive a salary tend to favor a governmental 
guarantee of medical care. This innovation evoked significantly differ­
ent results in relation to all ideologies measured in the hypothesis.
A high concordance was obtained between relative liberalism, profession- 
orientation, low success value, and low dogmatism anxiety.
Since the responses represent general self perceptions, the 
issue of governmental guarantee of medical care may have tapped some 
attitudinal set or ideological dimension far broader than the economic 
and political realm. Since advocacy of change and disruption of the 
status quo are signaliziiig features of the term "liberal", liberal physi­
cians might be expected to look to their profession for changes in medi­
cal care. They also might feel less threatened by change than their 
conservative colleagues and therefore hold success values as less impor­
tant. Since the individual who is open to change would also be expected 
to be more flexible, the liberal physician might also be less dogmatic 
and rigid in his conceptualizations. However, more controlled studies
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should focus on these suggestive trends to identify broader political, 
social and economic ideologies that may influence the acceptance or re­
jection of innovation.
Innovation is not new in medicine. The profession has often 
demonstrated flexibility in the face of technological developments and 
changing social needs. In the first decades of this century American 
medicine adjusted to the Flexner revolution which improved the quality 
of both medical education and of medical care. Funkenstein (99) divides 
the development of medicine in the twentieth century into four eras 
according to the predominant emphasis in practice, teaching and social 
responsibility. The general practice era, from 1910 to 1940, emphasized 
the needs of the individual patient and the application of the physician 
of methods from the basic sciences in treatment. From 1940 to 1959 the 
role of the specialist became increasingly important and the general 
practitioner had more difficulty keeping current with rapidly expanding 
medical knowledge. During the 1960*s science and research grew increas­
ingly more specialized and the clinical skills often appeared to be 
taking an inferior role. The fourth era is just beginning, in which many 
physicians, particularly the younger ones, are thinking strongly in terms 
of the need for achieving a more even distribution of medical care than 
exists today. This will involve even more changes in methods of financ­
ing, changes in predominant modes of practice, changes in emphasis from 
research to delivery of health care, changes in medical education, 
changes in manpower utilization, and a great increase in concern for the 
social and cultural factors that interfere with health.
Federal emphasis during the 1970's will focus on gaining control
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of medical care costs. Several programs have already been introduced to 
provide incentives for new systems. Among these are: Health Mainten­
ance Organizations (100), which are prepaid, group-practice plans similar 
to the Kaiser Foundation Medical Care Program; Family Health Centers, 
which are comprehensive health care programs smaller than Health Mainten­
ance Organizations, for rural and urban settings; and Experimental Health 
Delivery Systems (101), which are intended to encourage new methods for 
delivery of comprehensive health care. Perhaps the most dramatic develop­
ment accompanying the Federal effort to control medical costs is the 1970 
amendment to Title XVIII (Medicare) of the Social Security Act. This 
included Part C, under which Medicare beneficiaries may select comprehen­
sive health care through a prepaid group practice in lieu of the existing 
insurance provided by Parts A and B. In so doing, the Federal government 
seeks to stimulate the development of comprehensive prepaid group prac­
tices, with substantial savings. States are being encouraged to negoti­
ate annual capitation contracts as an option for the medically indigent 
covered under Title XIX, the Medicaid program.
The pattern and intensity of present discussions, and the diver­
sity of political and ideological sponsorship and endorsement of national 
health insurance proposals, indicate that the question is no longer 
whether the United States will adopt a universal health insurance, but 
when, through what medical care systems, and with what service benefits. 
Advocacy of universal health insurance has come from such diverse politi­
cal quarters as the AFL-CIO and the American Medical Association. The 
latter is sponsoring a plan for income tax credits to assist in purchasing 
voluntary health insurance. Whichever form of universal health coverage
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evolves, the patterns of health service will be different, and the inno­
vations in medical care during this decade seems destined to be greater 
than in any previous era.
The elitism and rigidity of the old post-Flexner professional­
ism, which sought to protect the status quo is sure to be tested. How­
ever, quality and availability of services to society must take first 
priority. Suitable incentives should take precedence over controls. At 
the same time resources must be allocated whereby society receives maxi­
mum output from its medical manpower, capital and knowledge.
Resistance to change by some physicians will be overcome by the 
realities of change itself. The heretofore limited experience of physi­
cians in delegating duties to lesser trained individuals, and the limited 
interaction of private medicine with government responsibility will give 
way to new approaches. Quite properly, physicians will continue to be 
concerned primarily with providing services to their patients. Many 
physicians are convinced that only they can administer the care, and that 
a government guarantee of medical care would interfere with their effec­
tiveness. Other physicians are willing to accept innovations in order to 
improve patient care.
It is perhaps promising that physicians do not all share the 
same attitudes and ideologies, that some are resistant to innovation and 
force the acceptors of innovation substantially to assess the effects of 
modification on the medical care system.
The dimensions of the medical care crisis today demand innova­
tion, but options exist for a pragmatic and pluralistic approach to 
alternatives for the present system. In the mid 1960's Surgeon General
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William H. Stewart wrote that the United States has an "...emerging system 
of medical services, a system which is neither 'state medicine', nor 
'socialized medicine', nor 'private medicine', but a combined public pri­
vate effort for comprehensive health care in every American community" 
(102). The shaping of this "emerging system" will require the physician 
to considerably change his ideologies and attitudes toward medical care 
innovation for the society he serves.
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HUMAN' ECOLOGY ÇV  SCHOOL OF HEALTH
THE UNIVERSITY OF OKLAHOMA 
MEDICAL CENTER
800 N O E T H E A S T  T H I E T E E M T H  STEEET 
O K L A H O M A  CITY, O K L A H O M A  73IO4
Dear Doctor
There is a great deal of discussion these days concerning changes taking 
place in the practice of medicine but little information has been gathered 
from practicing physicians. A research project at the University of Okla­
homa School of Health is attempting to get physician input regarding medi­
cal care changes and your name was randomly selected from a list of physi­
cians practicing in Oklahoma.
Reviews of the literature point up a lack of physician opinions regarding 
the issues of Medical Care delivery. The practicing physician, as head 
of the health care team, must play the most important role in Medical Care 
delivery. This study will use a questionnaire which requires 20 minutes 
to complete. The questions deal with such items as the roles you see for 
new paramedical personnel, your attitudes concerning the physician-patient 
relationship and other contemporary issues of society and medicine. Your 
name and replies will be held in confidence. The final report will be a 
compilation of statistics gathered from physicians throughout Oklahoma and 
a copy will be sent to you for your information.
I will telephone you within the week to ask your cooperation and to arrange 
a convenient time and manner for the interview.
1 will appreciate your assistance with this research project and look for­
ward to talking with you soon.
Sincerely,
JFM/ba



















One Specialty Group 









Medical School :_ 
Year of Medical School Graduation: _____




1. In what religion were you brought up?
2. Did you father consider himself primarily a Democrat or a Republican?
3. Do you consider yourself primarily a Democrat or a Republican? ______
4. What was your father's major occupation? _______________________
5. How would you rank the importance of these characteristics in recognizing a good doctor in a town (community)
like this? (1. Must Important, 2. Next Most Important, etc.)
a )__________  The respect in which he is held by his own patients
b) His general standing In the community
c) The recognition given him by his colleagues
d) The research and publications he has to his credit
6. Which of the following things was the most important to you then In your decision to go into medicine - was it
(Check only one)
a) the social prestige of a medical career
b) the chance to help people ^
c) the chance to do work of special Interest to you, or
d) the economic opportunity?
7. Which of these things was second most Important to you then In your decision to go into medicine?
■)________ : b)_________ ; c)________; d)________
8. What about the present - wiilch of these things is most important to you now - Is it the social
prestige of a medical career ?
•)________ ; b)_________ ; c)________; d)________
9> Which of these things Is second most Important to you now"
•)________ ; b)_________ ; c)________; d)________
The crelnlng of "doccore ualaeante" or "clinical tiaoclacea" has been suggested as one way to alleviate the medical manpower shortage. The 
following questions ask for your views on such a training program and the ways in which these persons might af
I will list various medical duties. For each one indicate whether you AGREE or DISAGREE that it is an appropt 
physician’s assistant. Please check a position that indicates how strongly you agree or disagree with it
1 « A Little, 2 " On the Whole and 3 • Very Much.
10. Working ae a surgical assistant in the operating room 
Doing preliminary histories










3 2 1 0 1 2 3
12. Doing portions of the physical examination 
(excluding pelvic, for example)
Agree 1 1 1 1 1 Disagree
3 2 1 0 1 2 3
13. Doing technicai procedures only (intravenous injections, 
catheterisationa, etc.)
Agree 1 1 1 1 1 Disagree
3 2 1 0 1 2 3
14. Doing simple emergency room procedures (e.g. suture 
lacerations, extract foreign bodies)
Agree 1 1 1 I 1 Disagree
3 2 1 0 1 2 3
IS. Giving anesthetics in routine cases Agree 1 1 1 1 1 Disagree
3 2 1 0 1 2 3
16. Providing routine postoperative care Agree 1 1 1 1 1 Disagree
3 2 1 0 1 2 3
17. Doing uncomplicated deliveries Agree 1 1 1 1 1 Disagree
3 2 1 0 1 2 3
18. Doing routine prenatal checkups Agree 1 1 1 1 1 Disagree
3 2 1 0 1 2 3
19. Doing routine "well baby” follow-ups, including immunisation Agree 1 1 1 1 I Disagree
3 2 1 0 1 2 3
20. Making a preliminary judgement ae to whether a phyaician 
is needed
Agree 1 1 1 1 1 1 Disagree
3 2 1 0 1 2 3
ect your own practice situation, 
ate duty for your idea of a
ON
21. An "aMiacant" would enable you to aae more patienta?
22. An "aaeiatant" would allow you to have more time for
poet graduate training?
23. An "aaaiatant" would enable you to concentrate on
patienta with greater need?
24. There ia a need for thia type of medical peraonnel?
25. Theae aaaiatanta ahould receive a Bacholor'a Degree
level training
26. Medical Corpamen with aoma extra training could aerve
aa "phyaician'a aaaiatanta" in private practice















28. What aalary do you think thia type of pereon ahould 
receive?
29. Should the "doctor'e aaaiatant" or "phyaician'a
aaaiatant" have training to a level approximating 
that of a regiatered nurae, or more or leaa
Under $7,500 /_/; $7,500 to $10,000 /_/; $10,000 to $15,000 /_/
Over $15,000 /“ /
More / / Same /__/ Leaa /__/
«sis4
Now I'm going to read #omu ■eatomenca people hove mad* as tlioir opinion on several topics. You may find yourself agreeing strongly with some
of the statements...disagreeing just aa strongly with others...and perhaps uncertain about others. Whether you agree or disagree with any
statement, you can be sure that many other people feel the same aa you do.
We want your personal oolnlon on each of the following STATQIEMTS. Wlien 1 read each one tell me whether, In general, you agree or diaagree
with It than tell ate a number....one, two, or three....that Indicates how strongly you-mgree or d 
30. Fundamentally, the world we live in la a pretty lonely place. Agree
31. It la often desirable to reserve judgement about what's
going on until one has a chance to hear the opinions 
of those one respects.
32. A person who thinks primarily of his own happiness ia
beneath contempt.
33. In the history of mankind there have probably been just
a handful of really great thinkers.
34. Most people just don't know what ia good for them.
33. One I get wound up In a heated discussion I just 
can't stop.
36. The worst crime a person can commit Is to attack
publicly the people who believe In the samo 
thing he does.
37. In thia complicated world of ours the only way we
can know what ia going on la to rely upon leaders 
or experts who can be trusted.
38. In the long run the beat way to live is to pick friends
and associates whose tastes and beliefs are the 




















39. While I don't Ilk# to admit this «van to myaalf, I aomatimaa
have tha ambition to become a great man Ilka Elnataln, 
or Beethovent or Shakeepaare.
40. People ought to experiment with new idea# even it they
aeen to go agalnat tradition.
41. The'government muet continue to play a major part In the
economic Ufa of the nation.
42. It ic the reeponilblllty of the entire eoclety through 









43. Poverty could almost be done away with If we made
certain basic changes in our social and 
economic system.
44. It Is the responsibility of the entire society, through
its government, to provide everyone with the best 
available medical care, whether he can afford it or not.
43. There la need for owre legislation for medical care 
for the poor.
46. There la need for bills that would provide for
compulsory national health Insurance.
47. The A.M.A. Kedlcredlt proposal that would allow
for tax credits Is the best plan.
48. Finally, would you discus# what changes you would like
to see made, if any, in the financing and delivery 
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